Results: PMA was the strongest predictor of infant adiposity (%fat or FM). When PMA was accounted for, energy, protein and carbohydrate intakes from birth to 32 weeks were negatively associated with FM. Energy intake on day 1-14 was also negatively associated with FM. There were no other nutritional predictors of adiposity.
THE EFFECTIVENESS OF SUCTION MASK VS CONVENTIONAL MASK VENTILATION IN NEAR TERM AND TERM INFANTS IN THE DELIVERY ROOM: A RANDOMISED CONTROLLED TRIAL
University of Melbourne, Melbourne, Australia Email: laila.lorenz@thewomens.org.au Background: Around 5% of newborns require positive pressure ventilation (PPV) in the delivery room. However, mask ventilation can be ineffective because of large leak. A new facemask uses suction to create a seal between the mask and the infant's face. Our aim was to compare the suction mask with a conventional mask in newborn infants >34 weeks gestation.
Methods: Single centre randomised controlled trial. The primary outcome was leak. Secondary outcomes included respiratory and other clinical parameters.
Results: 45 infants, median (IQR) 38.1 (36.4-39.0) weeks gestation were studied; 23 randomised to the conventional mask and 22 to the suction mask. The suction mask did not reduce leak: suction mask 49.9 (11.0-92.7) % vs conventional 30.5 (10.6 -48.8) %, p=0.51. The suction mask provided less peak inspiratory pressure (PIP) (27.2 (25.0-28.7) cmH 2 O vs 30.4 (29.4-32.5) cmH 2 O, p<0.05) and positive end expiratory pressure (PEEP) (3.7 (3.1-4.5) cmH 2 O vs 5.1 (4.2-5.7) cmH 2 O, p<0.05). There was no difference in duration of PPV, intubation or admission to neonatal intensive care unit. In 4 (18%) infants, set PIPs were not achieved with the suction mask and the clinician switched to the conventional mask. One infant had bruising after 6 min of PPV and was switched to the conventional mask.
Conclusion: The use of the suction mask to provide PPV to newborn infants did not lead to a reduction in leak. Adverse effects such as the inability to achieve the set PIP and PEEP and skin transient discolouration were concerning. The Royal Women's Hospital, Melbourne, Australia Email: k.lui@unsw.edu.au
LOWER VERSUS HIGHER OXYGEN CONCENTRATIONS TITRATED TO TARGET OXYGEN SATURATIONS DURING RESUSCITATION OF PRETERM INFANTS AT BIRTH
Background: The optimal fractional inspired oxygen (FiO 2 ) concentration targeted to oxygen saturation (SpO 2 ) for infants born preterm is unclear.
Methods: Systematic review using the Cochrane Neonatal Review Group methodology (search 10/2017) of randomised trials allocated to lower (FiO 2 <0.4) versus higher (FiO 2 ≥0.4) initial oxygen concentration titrated to target oxygen saturation requiring resuscitation following birth.
Results: Meta-analysis of 10 included studies reporting outcomes of 914 infants found no difference in mortality to discharge (RR 1.05, 95% CI 0.68 to 1.63) between lower (FiO 2 <0.4) compared with higher (FiO 2 ≥0.4) initial oxygen concentration targeted to oxygen saturation. There were no significant subgroup effects according to FiO2 strata [0.21 versus ≥0.4 to <0.6; 0.21 versus ≥0.6 to 1.0; and ≥0.3 to <0.4 versus ≥0.6 to 1.0]. Subgroup analysis identified a single trial that reported increased mortality from use of lower (FiO 2 0.21) versus higher (FiO 2 1.0) initial oxygen concentration targeted to a lowest SpO 2 <85%, whereas meta-analysis of 9 trials targeting a lowest SpO 2 85 to 90% found no difference in mortality. No statistical difference was found for other major neonatal morbidity. Overall there was low quality evidence.
Conclusions: There was no difference in mortality or major neonatal morbidity when resuscitation of preterm infants was initiated with lower (FiO 2 <0.4) versus higher (FiO 2 ≥0.4) oxygen concentration after birth when targeted to oxygen saturations. Further large, well designed trials are needed to assess the effect of targeting different oxygen saturations in preterm infants. Methods: 347 nulliparae with singleton pregnancies were prospectively examined with 36 wk US. The pulsatility index (PI) of the umbilical artery (UA), fetal middle cerebral artery (MCA), ductus venosus, renal arteries, aortic isthmus, and maternal uterine arteries (UtA); and the cerebroplacental ratio (CPR; UA PI/MCA PI) were recorded. A new parameter, the CPR/UtA PI (cerebral-placental-uterine ratio, CPUR) was generated. We ascertained which parameters share a significant relationship with BW<10 th centile. Where significant relationships existed, areas under the Receiver Operator Characteristic curve (AUC) were compared to determine the best vessel/combination. We evaluated the parameters' ability to predict SGA infants, and their correlations with neonatal body composition measures (BW centile, Ponderal Index, body fat percentage (BF%)).
THE CEREBRAL-PLACENTAL-UTERINE RATIO IDENTIFIES LATE-ONSET FETAL GROWTH RESTRICTION
Results: Of the established parameters, UtA PI best predicted BW<10 th centile (AUC=0.69), followed by the CPR (AUC=0.67).
However, the new combination, the CPUR, produced the highest AUC (0.76). CPUR consistently outperformed its constituent parameters in identifying the SGA, and in its strength of correlations with neonatal body composition measures (Tables 1 & 2) . Conclusions: The CPUR is a novel ultrasound Doppler combination representing maternal, placental and fetal vasculature in uteroplacental insufficiency. It may be a useful measure to improve detection of FGR. 
